A 36-year-old female patient presented to the emergency room with a 5-day history of severe abdominal pain and constipation. She reported nausea, vomiting, and fever on the first day of the symptoms. Her medical history included diabetes mellitus, for which she was taking oral hypoglycemic agents and insulin. Physical examination revealed good overall health. The patient was afebrile and hydrated, with a ruddy complexion. She had a blood pressure of 220/120 mmHg, a pulse rate of 110 bpm, and a body mass index of 27 kg/m 2 . Abdominal examination showed diffuse tenderness and signs of peritoneal irritation with positive rebound (Bloomberg sign). Bowel sounds were normal.
Laboratory test results were normal except for mild leukocytosis (12,000 cells/mm 3 ) with no shift to the left. Amylase and urinalysis were normal, and urine culture was negative for bacterial growth. Given the clinical suspicion of acute inflammatory abdomen, the patient underwent computed tomography (CT) of the abdomen with oral contrast. The CT scan showed a circumscribed heterogeneous mass permeated with streaks of low attenuation (fat), accompanied by increased density of the adjacent fat tissue, confined to the right lower quadrant. The lesion measured 7.4 × 3.0 cm on its longest axis and was located between the abdominal wall and the small bowel, not involving the wall of the colon. A thin layer of free fluid was detected in the abdominal cavity; the appendix and other abdominal organs were normal in appearance (Figures 1 and 2 ). All of these findings are suggestive of segmental infarction of the omentum. Therefore, a conservative therapeutic regimen was addopted, consisting of analgesics, a nonsteroidal anti-inflammatory, and clinical follow up.
The patient experienced recurrence of the pain and returned to the emergency room some days later. A new CT scan showed no significant changes, and the conservative treatment was maintained. Further follow-up evaluations were unremarkable.
DISCUSSION
Acute abdomen refers to a variety of disorders that are characterized by sudden abdominal pain of variable intensity. There is a broad spectrum of diagnostic possibilities, ranging from benign to life-threatening conditions. The duration of symptoms can be from hours to days but never exceeds seven days. Acute abdomen typically requires medical intervention, surgical or otherwise. 1 According to the nature of the dominant process; acute conditions of the abdomen are produced by inflammatory, obstructive, or vascular mechanisms. 2 In the topography of the right lower quadrant, the differential diagnosis of acute abdomen encompasses a variety of inflammatory diseases, including appendicitis, diverticulitis, cholecystitis, acute terminal ileitis, appendagitis, mesenteric panniculitis, omental infarction, 3 and adnexal disease. Given the non-specificity and overlap of clinical findings in these conditions, imaging methods are of great importance in the diagnostic work-up. Mindelzun et al. 4 reported that approximately two thirds of all patients with acute abdominal pain have an abnormality identifiable by imaging studies. The positive results obtained with multidetector CT (MDCT) in the diagnosis of acute abdomen justify its widespread use and the fact that, despite its high cost and intrinsic morbidity, MDCT is typically chosen over other methods, such as plain radiographs and ultrasonography, for use in cases of acute abdomen. 5 More recently, the use of CT without contrast has been proposed as an alternative to plain abdominal radiography for initial evaluation of patients with suspected acute abdomen. The availability CT has been increasing, as has its sensitivity and specificity.
6
Considering the inflammatory processes of the abdominal right lower quadrant, acute appendicitis is considered the first hypothesis. Otherwise, clinical practice shows that, when the surgery is undertaken without a diagnostic imagining study, a diagnosis other than the one previously considered can be discovered. Omental infarction, with or without torsion, is one such incidental diagnosis. Omental infarction is a rare abdominal emergency that affects middle-aged patients, predominantly males (male/female ratio, 3:2), 7 usually without an identifiable cause (idiopathic or primary infarction). The incidence of omental torsion is 0.0016%, compared with 0.37% for appendicitis, or less than 4 cases per 1,000 cases of appendicitis. 8 Omental infarction can occur with or without torsion. Eitel et al. first described the former in 1899, 9 who reported a case in which the omentum twisted along its long axis, cutting off its blood supply. However, Bush et al. 10 had described infarction of the omentum without torsion in 1898, reporting a case of hemorrhage into the greater omentum. Anatomical malformations, such as a bifid or accessory omentum, cause spontaneous torsion, sudden movements, violent exercise, and hyper peristalsis having been implicated as precipitating factors. Obesity and the presence of a redundant or overly mobile omentum are also considered predisposing factors. In the study conducted by Van Breda Vriesman et al. 11 in 1999, nearly 70% of the patients with omental infarction were obese. Secondary torsions more often occur because of previous surgery, tumors, adhesions, and incarcerated hernias, with the dependent omentum becoming fixed in the contorted position and unable to untwist. 7, 8 Omental infarction without torsion occurs in the setting of systemic diseases such as vasculitis, as well as in hypercoagulable states and pancreatitis. Idiopathic segmental infarction can also occur. The distinction between omental torsion and omental infarction without torsion is thought to be only of academic importance. 8 The literature also states that ischemic processes involve mainly the right side of the omentum, probably due to its greater size, weight, and mobility. 7 Reports dating from before the advent of modern imaging modalities show the frequency of non-operative and pre-operative diagnosis of omental infarction to have been 0.6-4.8%. 11, 12 Even without intravenous contrast media, a CT scan usually furnishes the diagnosis. Findings include dense planes with the formation of a fat mass, consisting of fat necrosis, hemorrhage, and inflammatory infiltrate. The presence of linear streaking accompanied by a fat mass suggests that the omental vessels have twisted upon themselves, confirming the diagnosis of omental infarction. These findings have also been described as a whirl pattern of fat and vessels, plus caking and stranding of omental fat. 11, 13 In cases of secondary torsion, the CT scan can reveal concomitant or triggering processes.
14 Among the treatment modalities for omental infarction, the conservative, or expected, management with analgesics, nonsteroidal anti-inflammatory drugs, and (occasionally) antibiotics seems to be the most attractive. However, complications of such conservative management include abscess and adhesions. More importantly, a missed diagnosis of acute appendicitis could have disastrous consequences. Van Breda Vriesman et al. 11 reported a series of 40 cases of intra-abdominal fat infarction treated clinically without complications. In contrast, Nubi et al. 15 reported a series of 10 children diagnosed with omental infarction. Although all of the children were initially treated clinically, 6 subsequently required surgical intervention. In cases of persistence of the clinical manifestations, omentectomy is indicated. Omentectomy promotes immediate symptom improvement and appears to decrease the rate of complications such as abscess, intestinal obstruction, and adherences. There have been numerous reports showing that early surgical intervention, especially a laparoscopic procedure, is an appropriate treatment for omental infarction. [16] [17] [18] Therefore, it is difficult to determine which is the best therapeutic option in cases of omental infarction. However, there is a trend toward greater use of conservative management as the first-line treatment.
Given the current technological advances in radiology, especially in CT, the importance of imaging for the diagnosis of acute abdomen is undisputable. Because of the lack of specificity of clinical and laboratory data in cases of omental infarction, CT allows the timely and accurate diagnosis, as well as making surgical procedures unnecessary. Therefore, some authors now recommend the introduction of MDCT in the initial workup of acute abdomen. However, questions concerning professional training, availability, and operating costs of the method persist.
